A man aged 50 presented with a history of a cerebrovascular accident and arterial embolism at two discrete peripheral sites. Echocardiography showed thrombus trapped in an interatrial site and impending paradoxical embolism was diagnosed. Treatment with heparin was started and the potentially embolic intracardiac material was removed at open heart surgery. The patient was treated with warfarin and made a good recovery. This is only the third case report of impending paradoxical embolism diagnosed in life. (40 mg)), and enteric coated prednisolone (20 mg) once a day and was using salbutamol and ipratropium nebulisers. There was nothing else of note in his history. Echocardiography was performed two days after admission to exclude a cardiac source of his multiple emboli. This echocardiogram was technically unsatisfactory but was reported to be normal except for the possibility of a small abnormality in the atrial septum, which was of uncertain clinical importance. His clinical course remained uneventful and he was treated with a reducing dose of steroids, subcutaneous heparin, and physiotherapy. Echocardiography was repeated after four weeks and on this occasion showed an intracardiac mass extending from the left to the right atrium via an atrial septal defect. He was then transferred to our hospital for further assessment. Repeat echocardiography confirmed the presence of the intracardiac masses ( figure) . The appearance of the mass was consistent with thrombus. It clearly straddled the interatrial septum and was highly mobile within both atria; during diastole it prolapsed through both atrioventricular valves. Heparin treatment was started and the next day the patient underwent open heart surgery with cardiopulmonary bypass. Organised thrombi were removed from both atria and the stretched foramen ovale was closed. These intracardiac masses were confirmed to be thrombi on histological examination and were sterile on culture. Because they looked like venous casts, it seemed likely that they had originated in the deep veins of the legs. The 
was diagnosed. Treatment with heparin was started and the potentially embolic intracardiac material was removed at open heart surgery. The patient was treated with warfarin and made a good recovery. This is only the third case report of impending paradoxical embolism diagnosed in life.
Impending paradoxical embolism is rarely diagnosed in life. Two previous cases have been reported; one was diagnosed with transoesophageal echocardiography and the other by conventional cross sectional contrast echocardiography."2 In both cases the impending embolus was trapped in an interatrial site. Criteria for the anatomical diagnosis were established by Johnson before the introduction of echocardiography.3 According to these criteria the diagnosis should be made only when embolic material can be shown at angiography straddling the site of the left to right shunt about the time of systemic embolisation. Johnson, however, also described how a paradoxical embolism could be provisionally diagnosed in the absence of either embolic material straddling the atrial septum or a thrombus seen in the venous system, or the demonstration of an abnormal communication between the right and left circulations. These criteria were clinical, angiographic, or pathological evidence of systemic embolism together with evidence of a favourable pressure gradient for blood flow from the right to left side of the heart. We report a third case of impending paradoxical embolism which illustrates both the variety of the condition and also how easily the diagnosis of paradoxical embolism can be overlooked despite an apparently adequate investigation. Patients with systemic emboli and a clot in the right atrium shown by conventional echocardiography are at a high risk of paradoxical embolism developing and require urgent treatment. In our patient echocardiography showed a thrombus straddling an interatrial communication and review of the echocardiographic data suggested that this thrombus was present at the time of first echocardiographic examination and that it gave rise to the patient's systemic emboli.
In two groups of patients the likelihood of paradoxical emboli is high: (a) those who have venous thrombosis or pulmonary embolism associated with systemic arterial embolisation; and (b) those with arterial embolisation with no obvious evidence of a left sided cardiac source. Patients in either of these groups should be investigated with cross sectional contrast echocardiography; ifthis does not detect a right to left shunt, transoesophageal contrast echocardiography should be used. The aetiology of the embolus in embolic stroke is undetermined in approximately 36% of patients9; a considerable proportion of these may be a consequence of paradoxical embolisation.
When a paradoxical embolism is diagnosed, measures should be taken to prevent a recurrence.
Treatment has included anticoagulation'24'0 to prevent the formation of further venous emboli, interruption of the inferior vena cava," and surgery to close the right to left shunt and remove intracardiac thrombus."2 In our patient we elected to remove the potentially embolic intracardiac material at open heart surgery on cardiopulmonary bypass and to close the patent foramen ovale. Obviously we cannot compare these treatments but a review of published reports suggests the following treatment strategies. All patients should be anticoagulated unless this is contraindicatedfor example, by a haemorrhagic cerebrovascular accident. The optimum length of time of anticoagulation is not known but should be indefinite if there is an underlying untreated cause of venous thrombosis. Peripheral emboli should be treated by embolectomy or thrombolysis as indicated. Ligation of the vena cava cannot be recommended because of considerable mortality and high recurrence rates.'2 The cardiac defect is most commonly a patent foramen ovale, which should remain closed when the right atrial and other right heart pressures are normal; under these circumstances surgical correction is not indicated for paradoxical embolism.
Paradoxical embolism may be more common than is currently thought." The diagnosis should be considered whenever arterial embolisation has no obvious cause. 
